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Abstract

As increasing numbers of women pursue degrees in health service psychology, it is important
to understand what they do to promote their wellness in light of the psychosocial stressors
associated with doctoral studies. The purpose of this investigation was to identify and
conceptualize a diverse range of health promotion behaviors through the application of a
mixed methods concept mapping design. Twelve participants sorted qualitative responses
from 390 women in health service psychology pertaining to their personal self-care
behaviors, resulting in a list of 112 “moderately” to “extremely” important self-care
behaviors. Six clusters of self-care activities emerged: physical wellness, relaxation and stress
management, hobbies, interpersonal relations, self-compassion, and outdoor recreation. The
concept map depicts the interrelatedness of self-care behaviors that were rated as important
by women. Women in health service psychology programs can use these behaviors, some of
which have not previously been included on self-care inventories and checklists, to promote
their physical, psychological, and spiritual health.

Public Significance Statement: Women enrolled in health service psychology programs
practice a wide range of self-care behaviors to promote well-being, which reflect six discrete
categories: physical wellness, relaxation and stress management, hobbies, interpersonal
relations, self-compassion, and outdoor recreation. Doctoral training programs in health
service psychology can use the conceptual framework to inform training models and
interventions, and to promote self-care for women throughout the United States.

Keywords: Health Promotion, Self-Care, Graduate Students, Health Service Psychology,
Psychology of Women
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Self-Care of Women Enrolled in Health Service Psychology Programs:
A Concept Mapping Approach
The health promotion behaviors of health service psychologists, here referred to as
self-care, are delineated in the national competency benchmarks in training (Fouad et al.,
2009), psychology’s ethical standards (APA, 2010), and are noted as an “ethical imperative”
by scholars in the field (Barnett, Johnston, & Hillard, 2006). The number of women pursuing
degrees in health service psychology (i.e., clinical, counseling, school psychology; Offstein,
Larson, McNeill, & Mwale, 2004) has risen from 42.0% in 1973 (Stoup & Benjamin, 1982)
to 76.1% in 2015 (OPCA, 2015). As the presence of women in health service psychology
programs continues to grow, it is important to understand what they do to promote wellness
in light of the psychosocial stressors associated with doctoral studies (Barnett et al., 2006).
Research in psychology and other human service professions has shown that graduate
students who are women have reported higher levels of anxiety and depression than men
(Rummell, 2015), as well as severe emotional and physical exhaustion (Kulesa, 2014). Such
disparities may place them at greater risk for distress and problems of professional
competence. To better advocate for this growing community of health service psychology
trainees, psychologists need to acknowledge their sociocultural context of education and
training. Women in psychology learn to prioritize care for others over care for oneself
through their socialization as girls, women, and psychotherapists; they may thus be less likely
than men to prioritize self-care (Carroll, Gilroy, & Murra, 1999). This paper presents a
conceptualization of self-care that employs qualitative methods to empower and amplify the
voices of women enrolled in health service psychology programs in the United States.
The Sociocultural Context of Self-Care
Health psychology creates a solid foundation for understanding the context of selfcare for women in doctoral studies. As Travis, Gressley, and Crumpler (1991) state, “many of
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the key developments within health psychology—for example, behavioral prevention,
compliance, coping, health promotion, locus of control, and social support—reflect
essentially feminist principles that emphasize the legitimate authority and significance of the
individual” (p. 557). In addition, social cognitive theory delineates a “multifaceted causal
structure in which self-efficacy beliefs operate together with goals, outcome expectations,
and perceived environmental impediments and facilitators in the regulation of human
motivation, behavior, and well-being” (Bandura, 2004, p. 143). Therefore, to understand selfcare for these women, scholars should recognize not only the demands of graduate programs,
but also the changing demographics of the field, cultural identity factors (Gabrielle, Jackson,
& Mannix, 2008; Pooler, 2011; Smith, 2017) and environmental barriers and facilitators
(Pender, Murdaugh, & Parsons, 2010).
Graduate education in health service psychology includes a variety of stressors,
including financial hardships, geographical relocations, increased domestic responsibilities,
multiple roles and responsibilities, competing personal and professional roles, and
developmental and gender-related milestones such as starting a family (e.g., Barnett et al.,
2006; Barnett & Chesney, 2009). If left unattended to, these stressors can lead to distress,
burnout, and problems with professional competence (Barnett et al., 2006; Barnett, Baker,
Elman, & Schoener, 2007; Elman & Forrest, 2007). Self-care balances out the energy spent
on these demands, and thus reduces the likelihood of experiencing negative effects of stress
(Barnett et al., 2007).
Despite the importance and effectiveness of self-care for managing stress (Colman et
al., 2016), its emphasis in psychology training programs was an “area of great dissatisfaction”
for nearly half of the participants in a recent investigation (Rummell, 2015, p. 394). Students
expressed that they would benefit from learning specific self-care strategies in addition to the
modeling of such behaviors by faculty, supervisors, and mentors (Rummell, 2015). Johnson
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and colleagues (2014) echoed there being numerous benefits to offering specific strategies to
manage stress in education and training; these include the modeling of self-care and
transparency by psychologists.
Optimally, a culture of communitarian care needs to be fostered—that is, a cluster of
relationships with people who seek to promote emotional health, well-being, and competence
(Johnson, Barnett, Elman, Forrest, & Kaslow, 2012). The diversity, strength, and behaviors of
such a constellation, however, have yet to be formally applied to a research or clinical
context. Given that these women are a fast-growing group, we suggest that self-care
behaviors within this community are shaped by intersecting sociocultural and professional
constellations. Furthermore, self-care among women-identified psychologists is a personal,
vital, and ongoing process toward professional competence and therefore, remains something
that experts should not generate in an entirely deductive manner. An initial step to foster a
culture of collegial care within our community is to have women collectively identify the
wide variety of self-care behaviors in which they engage.
Previous Investigations on Self-Care in Helping Professions
Women in other human service professions, including social work, nursing, and
mental health counseling, have reported a number of important factors worthy of reflection
when discussing self-care strategies. Self-care behaviors are very personal, and consideration
needs to be given to those who are members of specific communities (Smith, 2017).
Professional relationships with clients are inevitably based on multiple identity and role
factors (e.g., gender, race, ability). Navigating these boundaries can be a specific challenge,
as providers might over-identify with members from their community or identity group
(Smith, 2017). Self-care strategies also change over time and can reflect how work
environment, job demands, and identity as a caregiver influence health, job satisfaction, and
need for increased prioritization (Gabrielle, Jackson, & Mannix, 2008). Finally, self-care is
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personal and for it to be effective, we must be mindful of the motives responsible for our
behaviors; for example, some communities may face increased pressures to give care to
others before oneself (Pooler, 2011). This increased pressure works to reduce help-seeking
behavior because prioritizing others is socialized and reinforced with praise.
The scholars above acknowledge the uniqueness not only of the environment, but also
of the dynamics, group memberships, and identities that shape experiences and responses to
the environment (and subsequently, self-care behaviors). We posit that this approach is
lacking in the research on the self-care among psychologists. To date, self-care has been
defined by scholars rather than students within psychology, operationalized inconsistently
across studies, and continues to be equivocal in both theory and research. For example, in a
meta-analysis on the efficacy of self-care strategies among students in professional
psychology, coders reduced self-care activities to only three dimensions: mindfulness,
seeking social support, or mixed/other (Colman et al., 2016). Findings supported that most
research articles (k = 9) included either multiple forms of self-care or a single behavior (i.e.,
exercise) while only five looked at mindfulness, and three focused on seeking social support.
A review of the literature revealed several conceptualizations of self-care across
disciplines. A sample of different factors within existing self-care measures includes:
physical activity, health responsibility, nutrition, spiritual growth, stress management (Health
Promoting Lifestyle Profile II; Walker, Sechrist, & Pender, 1987); positive coping and
personal fulfillment (Self Care Utilization Questionnaire; Goncher, Sherman, Barnett, &
Haskins, 2013); cognitive-emotional-relational, physical, and spiritual self-care (Self-Care
Behavior Inventory; Santana & Fouad, 2017); and professional support, professional
development, life balance, cognitive strategies, and daily balance (Professional Self Care
Scale; Dorociak, Rupert, Bryant, & Zahniser, 2017). Due to their deductive nature, the
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findings above may not take into account the sociocultural context of women who are
enrolled in health service psychology programs.
Methodological Framework and Research Questions
The purpose of this investigation was to identify and conceptualize the diverse range
of self-care behaviors employed by women enrolled in health service psychology programs.
Through the application of a mixed methods concept mapping design, we recognized that
participants often have little power when it comes to the analysis of their responses (Seibold,
Richards, & Simon, 1994). To address the research question – how might we conceptualize
what women in health service psychology doctoral programs are practicing for selfcare/health promotion? – from a feminist lens, the authors identified their ideologies and laid
the theoretical groundwork for the present investigation. This groundwork included a) the
consideration of feminist analyses of professional psychology training culture (Cheung, 1991;
Johnson et al., 2014); b) the generation of knowledge at the level of the individual as opposed
to the expert (Fonow & Cook, 2005); c) the integration of health psychology and feminist
theory (Travis, Gressley, & Crumpler, 1991); and d) the use of methods that best answer the
research question while reducing hierarchical relationships between the researcher and
participant (Campbell & Salem, 1999; Seibold et. al, 1994).
We posit that one way to fill the gap in the psychological literature on the topic of
self-care is to use concept mapping methodology (Kane & Trochim, 2007). Concept mapping
is a structured mixed-methods approach to research that collects numerous ideas from
members of target groups, synthesizes the ideas, and presents visual findings to bring
awareness to the topic of interest and to prompt action (Kane & Trochim, 2007). This method
is uniquely suited to open-ended survey responses (Jackson & Trochim, 2002) and feminist
theory (Campbell & Salem, 1999), particularly because it generates knowledge in both an
inductive and deductive manner (Goodyear, Tracey, Claiborn, Lichtenberg, & Wampold,
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2005). As Harnois (2013) notes, disciplinary norms such as methodology and training can
reinforce conventions (e.g., socialization of girls and women to prioritize others; Carroll et
al., 1999) as well as disparities specific to a research topic (e.g., women in graduate school
programs experiencing greater distress; Rummell, 2015; Kalesa, 2014). Ultimately, we work
toward the gold standard of establishing a communitarian culture of care by modelling
transparency (Johnson, Barnett, Elman, Forrest, & Kaslow, 2012) in our research design, and
prioritizing women’s agency to positively change and improve their own lives (Olesen,
2000).
The Investigation
Participants
Following approval from the Institutional Review Board, we used a respondent driven
sampling method (Babbie, 2004) to recruit women in health service psychology doctoral
programs for a separate investigation assessing stress, self-care, and quality of life (Author
Redacted). In addition to recruitment via professional listservs and social media, we
contacted training directors at APA accredited PhD and PsyD programs and invited them to
distribute the survey to women enrolled in their training programs.
Of the 558 participants included in the initial investigation, a subset of 390
participants contributed to the first wave of the current study. Women ranged in age from 21
to 65 (M = 27.79, SD = 5.02), were enrolled in Clinical (56.0%), Counseling (19.0%), and
School Psychology (20.3%), were pursuing PhD (35.0%) and PsyD (61.3%) degrees, and
represented all levels of doctoral level training. Participants were 80.77% Caucasian, 7.69%
Latina, 6.15% Asian, and 4.87% African American. Demographics were generally similar to
the target population (OCPA, 2015), though school psychology and PsyD students were overrepresented.
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The second group of participants was recruited from the local university and predoctoral internship programs via program-wide and internship email lists. This sample
included 12 women enrolled in PhD and PsyD programs in clinical and counseling
psychology. The sample size coincides with prior studies (Rosas & Kane, 2012) and the
recommendation of at least 10 participants for this phase of concept mapping (Trochim,
1989; Jackson & Trochim, 2002). Participants ranged in age from 23 to 42 (M = 28.82, SD =
5.55) and represented all levels of training. PsyD (41.67%) and PhD (58.33%) programs were
represented in this sample. Seventy five percent of participants were enrolled in Counseling
Psychology programs, and the remaining 25% were enrolled in Clinical Psychology
programs. Most participants were Caucasian (83.3%), one participant was African American
(8.3%), and one participant identified as Eastern European (8.3%).
Procedure
Participants in wave one were invited to respond to the prompt, “Self-care is defined
as behaviors that promote health, wellness, and quality of life. Such behaviors can include
exercise, healthy diet, spiritual practice, and taking time for family or friends. What do you
do for self-care?” Statements were corrected for grammar, separated when more than one
activity was included, and combined to eliminate redundancies. We used the exact wording
of participants when possible.
Women in the second wave of participation then received a packet with the self-care
statements, instructions for the task, and a worksheet to rate the importance of each self-care
behavior. Each participant followed an unstructured card sorting procedure by separating the
cards into categories of her choosing (Rosenberg & Kim, 1975). After sorting the cards,
participants labeled each category. They then rated the importance of each self-care behavior
(1 = not at all important; 3 = moderately important, 5 = extremely important). All materials
were returned to their initial packets when the task was complete.
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Analysis
Following data collection, we created a similarity matrix for each participant to
indicate the placement of cards into categories (Kane & Trochim, 2007). All 12 matrices
were collapsed and consolidated, leaving each cell with values ranging from 0 to 12. The
mean importance rating for each item was then examined, and 112 self-care behaviors rated
as 3 (moderately important) or higher were retained.
Next, using the consolidated similarity matrix, we used SPSS 22 to run a nonmetric
multidimensional scaling analysis (MDS; Kruskal & Wish, 1978). The MDS analysis created
a scatter plot of data points representing each of the self-care behaviors and their spatial
relations to one another (see Figure 1). To create the distinct clusters of self-care activities,
we ran a hierarchical cluster analysis using the MDS coefficients (Borgen & Barnett, 1987).
The results from the hierarchical cluster analysis were superimposed onto the scatter plot to
create the concept map of self-care behaviors and their respective clusters. Using these two
procedures in conjunction with one another allows researchers to gain a richer and more
comprehensive understanding of the data (Goodyear et al., 2005).
Finally, to label each of the clusters, we presented the participants with the items, the
clusters, and the final concept map. The concept map allowed participants to visualize the
wide variety of behaviors identified, in addition to how they relate to one another
conceptually. Participants examined these materials and suggested labels for the final
categories. We used their feedback and our own examination of items to create labels for
each cluster.
Self-Care Findings
The MDS analysis yielded a two-dimensional solution with a stress value of .07,
suggesting a good fit for the data (see Kruskal & Wish, 1978). The concept map displays
each self-care behavior based upon their MDS coordinates (Figure 1). Coefficients for each
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dimension range from -1 to 1 and represent their geographical location on the scatter plot’s
two dimensions. Items mapped closely to one another were placed into the same category
more frequently by participants, whereas items far apart were seldom sorted into the same
category by participants.
The Hierarchical Cluster Analysis revealed six discrete clusters of self-care activities,
which we titled using the labels and wording of participants: Physical Wellness, Relaxation
and Stress Management, Hobbies, Interpersonal Relations, Self-Compassion, and Outdoor
Recreation. Physical Wellness included behaviors such as healthy cooking, exercise, and
getting regular medical checkups. The second cluster, Relaxation and Stress Management,
represented behaviors such as taking a break from work or email, taking days off, and getting
enough sleep. Hobbies consisted of behaviors such as listening to music, reading for fun, and
cooking. Interpersonal Relations, the largest of all clusters, included a variety of social
activities: spending time with loved ones, planning monthly outings with classmates to get to
know one another outside of school, spending time with pets, and staying in contact with
friends and family. The fifth category, Self-Compassion, reflected both cognitive and
behavioral steps taken to stay grounded and to be kind to oneself: meditation, mindfulness,
deep breathing, “Focus on not being so hard on myself (accept mistakes),” “Give myself a
break from dissertation guilt,” and “Forgive myself for not always being productive.” The
final category, Outdoor Recreation, included time spent outdoors, exploration, and travel.
Clusters with their respective items and importance ratings are listed in Table 1.
Moving Forward: Understanding Self-Care for Trainees
Through the use of mixed methods research, a wide variety of self-care behaviors
were identified and conceptualized by women enrolled in health service psychology
programs. Salient findings included a visual framework of 112 “moderately” to “extremely”
important self-care behaviors and six discrete categories of self-care activities, all of which
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are practiced to promote well-being. These findings can expand our current understanding of
self-care and can work to inform continued research, training, and practice for health
promotion for the growing demographic of women in health service psychology training
programs.
Comparisons to Previous Research
Although self-care checklists and scales have emerged for students and clinicians
(e.g., Barnett et al., 2007; Dorociak et al., 2017; Norcross & Guy, 2013; Santana & Fouad,
2017), we believe this is the first study to systematically examine self-care behaviors of
women in health service psychology programs from the student perspective. Our participants
identified a diverse range of behaviors, which are not always captured in existing checklists
(e.g., taking day trips and traveling, forgiving oneself and accepting mistakes, taking a break
from “dissertation guilt,” socializing with classmates outside of program commitments, “me”
time, and spending time with pets).
Second, this investigation identified six clusters of self-care behaviors that reflect
various facets of well-being: Physical Wellness, Relaxation and Stress Management,
Hobbies, Interpersonal Relations, Self-Compassion, and Outdoor Recreation. Despite some
similarities to the three broad factors (i.e., Cognitive-Emotional-Relational, Physical,
Spiritual) within the Self-Care Behaviors Inventory (SCBI; Santana & Fouad, 2017), the six
nuanced clusters identified by women in our study are more comprehensive and specific to
the community of interest. The items from the SCBI stem from a self-care worksheet for
clinicians working with trauma (Saakvitne, Pearlman, & Abrahamson, 1996), so the
discrepancies between our findings and the SCBI may reflect the use of a different target
population or the size of the item pool.
The clusters and self-care behaviors in this study are notably different from those
identified in the Professional Self Care Scale (PSCS), used to measure self-care behaviors in
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practicing psychologists (Professional Support, Professional Development, Life Balance,
Cognitive Strategies, and Daily Balance; Dorociak et al., 2017). In contrast to our findings,
many items on the PSCS focus on work with colleagues, clients, and professional work. The
inductive approach resulted in domains and items different from existing literature. These
findings reflect the sociocultural context of participants, and thus more accurately represent
the behaviors of women in health service psychology doctoral programs.
Theoretical Implications
Feminist theory. Thinking critically about the norms of psychological research and
how they shape our understanding of self-care is an often-overlooked cultural component
essential to the conceptualization of self-care. Therefore, we viewed women in our study as
the experts of their own experiences, recognizing that those experiences are still shaped by
gender roles and socialization of women in the United States. In light of the gender
differences in stress and self-care needs of students in health service psychology, we
encourage training programs to honor women’s perspectives when promoting wellness for
students and faculty. Doing so will ultimately dismantle potential gender bias within
programs by centralizing power and reflexivity (Harnois, 2013). We feel our research
approach mirrors this commitment to the topic, on which future scholars can build.
Health and social psychology theory. Whether these self-care behaviors promote
mental and physical health for women in health service psychology is not yet understood.
Future investigations could evaluate the effectiveness of these self-care practices, as they are
only perceived to promote wellness by participants at this time. Future efforts to target
effectiveness can be informed by the current study. In addition, researchers have yet to
consistently identify the barriers and promoters to engagement in self-care behaviors in this
population. We also need to further assess goals, outcomes, and expectations of self-care on
both individual and institutional levels.
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Not only do the self-care behaviors reflect the socialization of women (e.g., maintain
appearance), but they assume participants have the ability to partake in various activities
(e.g., taking time off, going on trips, going out to eat). Furthermore, not all women have pets
or significant others, drink alcohol, are sexually active, or are physically capable of engaging
in some of the activities identified (e.g., running). Although the environment of doctoral
studies shapes self-care development and practice, individual and cultural identities need
equal recognition.
Limitations
In light of the strengths and implications stemming from this investigation, there are
also limitations. Perhaps the most salient limitation pertains to the unknown response rate and
self-selection bias stemming from the respondent driven sampling method (Babbie, 2004).
Participants who responded to the voluntary investigation were likely interested in reflecting
on their self-care patterns as women in health service psychology training programs. Further,
participation was not limited based upon IP address, time to respond, or password entry as
suggested by some scholars (Aust, Diedenhofen, Ullrich, & Musch, 2013). Despite having a
strong sample size and striving for representativeness in terms of specialty, degree sought,
and demographics, we are unable to determine how truly representative our sample is without
program-specific information.
In addition, the open response format of the prompt to elicit self-care behaviors
included examples of activities previously identified in the literature. While working to
acknowledge self-care behaviors prevalent in research, the use of these examples may have
affected which self-care behaviors the participants chose to share. Although this may have
reduced some novelty among the items generated by women, a total of 247 self-care
behaviors emerged in our initial pool of items--substantially more than those used in prior
studies for scale construction.
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Finally, due to the hands-on nature of the card-sorting task, sampling opportunities for
the 12 students were limited to finding local participants for the sorting phase of the
investigation. As such, despite having similar demographics to the overarching sample and
the target population with regard to age, 90% of the participants in the second sample were
Caucasian. It may be that a more geographically and ethnically diverse sample of doctoral
students could have sorted the cards differently, leading to nuanced differences in the ratings
or sorting of self-care behaviors. In light of these limitations, the findings can contribute to an
initial understanding of self-care with the recognition that generalizability is limited.
Future Directions and Practice Implications
This initial list of behaviors, in addition to dimensions for understanding health
promotion behaviors of women enrolled in health service psychology programs, can continue
to inform tools for measurement. Whether measured by frequency or intensity, the self-care
behaviors identified by women in this study were all rated as “moderately” to “extremely”
important, and can thus be added to the literature and previously identified behaviors in the
field. Recognizing that some of the behaviors overlap conceptually (e.g., eat a well-balanced
diet, shop for healthy foods), researchers can also work to differentiate behaviors from one
another while reducing redundancies.
In addition to the use of measures, scholars have suggested using self-assessments
that draw attention to personal warning signs, hosting colloquium presentations on self-care,
implementing training modules that address self-care issues through the career span, and
modeling community engagement for students (Barnett & Chesney, 2009; Barnett et al.,
2007; Johnson et al., 2012). In doing so, it is essential to recognize one’s sociocultural
context and how it may shape help-seeking behaviors for students who may be experiencing
distress (Knapp & VandeCreek, 2007). Findings from the current investigation may be used
to develop programmatic training strategies that encourage self-care and health promotion,

SELF-CARE

16

such as prioritizing the self-care practices among women in doctoral training programs in
health service psychology.
As done in this study, clinicians and educators can effectively navigate the powerladen dyads inherent in supervisory, educational, training, and research settings by viewing
clients, students, and supervisees as the experts of their behaviors and the experiences that
shape them. Those working or training in a therapeutic or supervisory setting may benefit by
identifying and ranking the types of self-care behaviors that clinicians practice. A worksheet
based on our findings might take the form of a self-evaluation, an assessment for trainees and
supervisees, or may be used for clinical curriculum development. Additionally, such an
inventory can help psychologists reflect on their personal practices and evaluate facets of the
profession (e.g., training, education, supervision) in relation to their wellness. The concept
map may be used to provide a visual framework of behaviors for students, and may help
students prioritize behaviors in each of the six clusters to identify areas of growth, balance,
and fulfillment in more than one domain.
Ultimately, our findings suggest that self-care behaviors of any group are not likely to
be static and are conceptually different when informed by the practicing members of a
community as opposed to those in positions of power. Future researchers may want to
examine how self-care behaviors differ across the career stage. Such research could also
reveal, holistically, how and when psychologists employ self-care strategies to maintain and
promote their well-being.
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Table 1
Self-Care Behaviors, Mean Importance Ratings, and Dimension Coefficients
Self-Care Behavior

M
Cluster 1: Self Compassion
Advocate for myself as much as I can
4.00
Deep breathing
3.58
Express gratitude to those I care about
4.00
Forgive myself for not being productive
4.25
Give myself a break from dissertation guilt
3.58
Say “no” to projects that are asking too much
3.58
Meditation
3.08
Mindfulness
3.67
Participate in areas where I feel masterful
3.08
Practice positive thinking
3.83
Therapy
3.50
Focus on not being so hard on myself
4.08

Dim 1

Dim 2

.014
-.123
-.423
-.077
-.008
.113
-.146
-.173
.121
.034
-.253
-.029

-.661
-.691
-.544
-.716
-.625
-.730
-.711
-.745
-.834
-.792
-.592
-.828

Cluster 2: Relaxation and Stress Management
“Me” time
3.75 .145
Get at least 8 hours of sleep
3.92 .597
Take a break from doing work
4.33 .295
Decide not to look at email for a while
3.25 .202
Down time every night
3.75 .389
Dress nicely
3.08 .833
Get work done in advance to alleviate stress
4.17 .266
Take an hour a day to do something mindless
3.42 .468
Incorporate things I enjoy into daily life
4.17 .343
Leisure time
3.67 .271
Lazy days to lounge around
3.33 -.053
Maintain appearance
3.58 .265
Time for quiet activities
3.83 .265
Protect free time with boundaries
4.17 .368
Take time for relaxation
4.08 .114

-.545
-.382
-.443
-.523
-.542
-.369
-.707
-.291
-.208
-.006
-.068
-.328
-.328
-.611
-.395

Self-Care Behavior
M
Dim 1
Cluster 3: Interpersonal Relationships (cont.)
Time with family
3.83 -.663
Time with friends
4.08 -.621
Time with significant other
4.25 -.674
Time with pets
3.67 -.721
Talk to family
3.83 -.630
Talk to friends outside of psychology
4.08 -.608
Talk to mentors
3.67 -.543
Text friends and family
3.67 -.609
Travel home
3.67 -.650
Try new restaurants with loved ones
3.67 -.470
Vent to friends and family
3.75 -.568
Visit family
3.67 -.693
Visit significant other
4.08 -.665

Dim 2
-.082
.013
-.068
-.114
-.164
-.016
-.263
-.010
.146
.187
-.167
.091
-.073

Cluster 4: Hobbies
Clean
Cook
Hobbies
Listen to music
Read for fun or leisure
Recreational activities

3.00
3.83
3.58
4.00
3.25
3.50

.548
.362
.385
.427
.350
.431

.543
.251
.413
.328
.317
.621

Cluster 5: Physical Wellness
Cook balanced meals
3.83
Cycling
3.00
Eat a well-balanced diet
4.00
Exercise
4.58
Be health conscious
4.00
Eat 3 meals per day
3.67

.796
.714
.789
.709
.792
.844

.089
.349
.099
.286
.094
.021

SELF-CARE
Rest
Sleep
Solitude
Stay on top of work
Follow a routine
Take a day to do absolutely nothing
Days or weekends off (no school-related work)
Take time at end of day to decompress
Try to stay organized
Use a bedtime

3.83
4.25
3.50
4.17
3.92
3.33
3.58
3.58
4.25
3.33

.636
.636
.378
.406
.443
.295
.347
.340
.411
.516

-.288
-.288
-.597
-.727
-.680
-.432
-.351
-.570
-.729
-.494

23
Regular medical check-ups
Running
Shop for healthy foods
Cook myself a good meal after a long day
Take vitamins or supplements
Workout
Yoga

3.08
3.75
3.42
3.50
3.00
4.25
3.33

.731
.800
.763
.704
.856
.788
.612

-.020
.294
.115
.164
-.016
.305
.264

Cluster 6: Outdoor Recreation
Fun on weekends
4.08 .045
.551
Engage in outside interests (e.g., art shows)
4.00 -.038
.461
Cluster 3: Interpersonal Relations
Experience nature
3.67 -.170
.820
Call family
3.75 -.653
-.033
Experience new restaurants and activities
3.50 -.073
.502
Communicate
4.50 -.522
-.274
Explore my city
3.42 .002
.822
Date night
3.58 -.679
-.002
Go on trips
3.67 -.058
.796
Eat dinner with significant other
4.17 -.679
-.002
Eat out
3.58 -.018
.560
Enjoy time outside as a family
3.42 -.655
.215
Go out to listen to music
3.08 .190
.528
“Girls” night
3.33 -.613
.031
Go outside
4.25 .029
.881
Go out with friends
3.92 -.617
.053
Go away for the weekend
3.83 -.108
.821
Go to the dog park with my dog
3.08 -.621
.441
Go to the park
3.42 .026
.860
Drinks with friends
3.75 -.653
.022
Hike
3.00 .261
.853
Have a glass of wine with classmate
3.50 -.659
.031
Leisure activities during the weekend
4.17 .204
.630
Laugh with others
4.50 -.606
-.168
Make the most of breaks in academic year
4.17 .167
.366
Time for friendship
4.50 -.527
-.108
Outdoor activities
3.50 .080
876
Plan monthly outings with school friends
3.00 -.580
.063
Plan activities
3.17 -.066
.377
Play with pets
3.58 -.723
-.119
Plan fun future
3.75 .191
.658
Process difficulties
3.92 -.573
-.171
Sit outside
3.25 -.108
.702
Quality time with partner
4.25 -.674
-.077
Spend time in nature
3.33 -.025
.877
Have sex
3.75 -.459
.040
Spend time outdoors
3.67 -.115
.853
Social support
4.25 -.612
-.020
Take day trips where I do not bring work
3.17 .076
.624
Time at home
3.17 -.458
-.094
Travel to feed my soul
3.50 -.024
.827
Go on walks
3.83 .166
.616
Note. M = Mean. Mean ratings range from 1 (Not at all Important) to 5 (Extremely Important). Dimension coefficients range from -1.0 to 1.0 and correspond
to the location of self-care behaviors on the concept map depicted in Figure 1.
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1.000

Go outside
Outdoor activities
Go to a park
Hike
Explore my city

Time in nature
Time outdoors
Experience nature
Travel
Go away for weekend
Go on day trips

Outdoor Recreation

Hobbies

Sit outside
Plan fun events in future
Day trips

Weekend leisure
Walks
Eat out
Fun on weekends
Go out for music
Experience new activities
Engage in outside interests

Go to park with my dog

Interpersonal
Relations

-1.000

Plan activities

Enjoy time outside as family
New restaurants with friends
Visit family
Travel home
Go out with friends
Monthly outings with school friends
Drinks with friends
"Girls" night Sex
Have wine with classmate
Time with friends
Date night
Text friends and family
Eat dinner with partner
Talk to friends outside of psychology
Call family
Social support
Time with significant other Visit significant
other
Quality time with partner
Time at home
Time with pets Time with family Make time for friendship
Play with pets
Vent to friends and family
Talk to family
Process difficulties
Laugh with others
Talk to mentors
Communicate with others

Express gratitude
Therapy

Self Compassion

Make most of breaks
in academic year

Recreational activities
Clean

Physical Wellness
Hobbies

Listen to music
Read for fun
Yoga

Cook

Cycling
Workout
Exercise Running
Cook myself a good meal
Shop for healthy foods
health conscious
Eat well Be
Cook balanced meals

.000
.000

Leisure time

Regular medical
checkups

Lazy days

Three meals per day
Vitamins
1.000

Incorporate things I enjoy into daily living

Give myself a break from
dissertation guilt

Rest
Time for mindless activities
Sleep
Make time for quiet activities
Dress nicely
Days or weekends "off" Maintain appearance
Relaxation
8+ hours of sleep
Day to do nothing
Take a break from work
Use a bedtime
Take a break from email
Down time every night
"Me" time
Relaxation and
Decompress
Solitude
Stress Management
Protect free time with boundaries

Advocate for myself
Routine
Forgive myself
Get work done in advance
Meditation
Say "no"
for not always
Be organized
Mindfulness
Stay on top of work
being productive
Deep breathing
Practice positive thinking
Try not to be so hard on
Participate in areas
myself (Accept mistakes)
where I feel masterful

-1.000

Fig 1. Concept Map of Self-Care Clusters with Items. The location of each self-care behavior on the map is based on the card sort and perceived relatedness to other
behaviors. Data points close to one another represent self-care behaviors that were sorted together by participants; data points far from one another represent self-care
behaviors that were placed in different categories by participants

